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bowels), arising from thrombosis of the mesenteric and portal veins, 
which in its turn was dependent upon a “ hobnail liver.” The hernia 
was apparently in no way concerned with the fatal issue. 

The individual was au exceptionally strong and well-developed man, 
aged forty-seven years, who had always enjoyed good health. He had 
been subject, however, to indigestion, and occasionally experienced slight 
pain and uneasiness in the abdomen. 

The sac filled the entire left side of the abdominal cavity and pushed 
well over to the right of the median line. It contained all but six 
inches of the small intestine, the transverse and descending colon being 
spread out upon its upper and left outer surface, leaving the ascending 
colon and csecum in their normal position. The mouth of the sac was 
round and smooth and easily admitted three fingers. From it emerged 
the lower end of the ileum to join the caicum in the right iliac fossa. 
The opening was just to the right of the vertebral column, on a level 
with the crest of the ileum and toward the dorsal and inferior portion 
of the sac. Its free ventral border was occupied by the inferior 
mesenteric vein, while the left colic artery ran much further to the 
left, along the posterior abdominal wall. 

The small intestine, which appeared to be unusually short, was 
arrauged in regular parallel folds, like a Mikulicz drain, running from 
the left below to the right above. The omentum was short and thick 
and pushed to the right side above the sac. There was no strangula¬ 
tion of bowel or mesentery. 


RARE CASE OF APPENDICULAR ABSCESS SITUATED BETWEEN 
THE LAYERS OF THE MESENTERY OF THE SMALL 
INTESTINE 

APPARENTLY DUE TO A PERFORATION BETWEEN THE BASE OF THE 
APPENDIX AND CA3CUM BY A ROUND WORM. FIRST OPERA¬ 
TION, DRAINAGE. SECOND OPERATION FOR OBSTRUCTION 
IN TWENTY-SEVEN HOURS. ENTEROSTOMY. STAR¬ 
VATION DUE TO HIGH POSITION OF FECAL FIS¬ 
TULA. THIRD OPERATION, SIX WEEKS. 

INTESTINAL ANASTOMOSIS. 

RECOVERY. ’ 

By Joseph C. Bloodgood, M.D., 

OF BALTIMORE, MD. 

I bring this patient before the Society because of a number 
of rare and interesting features in a very complicated attack of 
appendicitis. It is the first definite localized abscess which I have 

1 This patient was exhibited before the Medical and Surgical Section of the Medieo-Chirur- 
gical Faculty of Maryland, Friday, February 20,1903. 
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observed to be situated between the folds of the mesentery of the small 
intestine, nor previous to this observation have I been able to definitely 
demonstrate that an appendicular abscess was due to the perforation of 
a round intestinal worm. In the recent extensive literature on appen¬ 
dicitis I find that these two observations are unique. In the operative 
procedure (which will be discussed later in detail) necessary to com¬ 
pletely drain the abscess and to prevent peritonitis, so much gauze was 
introduced into the abdominal cavity that one could feel quite cer¬ 
tain that obstruction in some part of the lower portion of the ileum 
would follow. For this reason, twenty-seven hours after the first 
operation, without waiting for any sign of obstruction except distention, 
enterostomy was performed through the upper portion of the middle¬ 
line wound. At this second operation it was definitely ascertained 
that obstruction had taken place. Although the enterostomy was per¬ 
formed as low as possible, so much small intestine was excluded that 
the patient rapidly developed symptoms of starvation, which, in spite of 
rectal feeding, were extreme by the sixteenth day. The obstructed 
portion of the ileum did not become patent until all the gauze had 
been removed from the abscess cavity and until the abscess had prac¬ 
tically healed by granulation. This was demonstrated by the introduc¬ 
tion of methylene blue about the twenty-eighth day. The patient, 
however, was then in a condition of such extreme weakness and emacia¬ 
tion that no extensive operation could be attempted to close the fecal 
fistula. Between the twenty-eighth and forty-second day the fecal fistula 
was patched up on two occasions. The temporary closure in each 
instance lasted four to five days. During this time the patient's general 
condition improved so much that on the forty-second day a more exten¬ 
sive operation with permanent lateral anastomosis was performed. It 
is now eight weeks since this operation, and you see that the child is 
in perfect health. Eight weeks ago she weighed twenty pounds ; to-day 
she weighs sixty-five. 

The mental condition, due, without doubt, to starvation, was one of 
great interest. It was fully established by the sixteenth day. For a 
few days after the enterostomy the child continued to recognize her 
family and attendant and played with various toys. On about the 
tenth day she refused to pay any attention to her former almost con¬ 
stant companion, a new doll, and did not recognize anyone. She would 
not answer questions, and after the sixteenth day hardly ever articulated 
any souud except a low moan. She picked at the bed-clothes, and if 
she had not been restrained with a strait-jacket would have removed 
all dressings. Whenever she was fed or dressed she attempted to bite 
the nurse or surgeon. The appetite was ravenous. Only on the 
rarest occasions did she refuse nourishment. The fecal material which 
was discharged from the upper loop of the enterostomy was usually 
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well digested. Attempts at feeding through the lower loop failed. 
Rectal feeding was not well borne. The emaciation was extreme. 
Twenty pounds on the forty-second day. The child, as a rule, slept 
fairly well at night; during the day she was restless, with frequent 
moaning. There was never nausea or vomiting. The examination of 
the urine was negative. After the sixteenth day, when these symptoms 
were pretty well established, the patient’s general strength remained 
about the same. To all appearances she had enough intestine to pre¬ 
serve life. This was the most encouraging sign and justified our delay 
in attempting to re-establish the continuity of the intestine until we 
were quite certain that the obstruction had been relieved. I was never 
able to definitely ascertain how much of the small intestine was 
excluded. I have never previously observed this extreme mental con¬ 
dition due to starvation, and it is interesting to note that this patient 
received enough nourishment from the upper portion of the small intes¬ 
tine to carry on the function of the lower centres of the brain only. 
The higher nerve centres were to all appearances inert. The recovery 
after the anastomosis from both the physical and mental condition of 
starvation was a very gradual one. Unfortunately, careful notes were 
not made. According to my recollection, she called me by name for 
the first time at about two weeks after the anastomosis. It was in¬ 
teresting to note that her memory of previous events should be so good ; 
the probabilities are that she had not seen me a dozen times before she 
entered the comatose state. To-night you see a perfectly healthy child, 
without a sign of mental or physical disease and no indication of her 
illness except the healed abdominal wound. The child weighs, I should 
say, about ten pounds more than she did previous to her illness. In an 
older individual we would not expect such a rapid convalescence. 

Note, July, 1903. It is now nine months since the operation, and I 
am informed by Drs. Hildebrand and Yost that the patient is in perfect 
health, and has exhibited no symptoms of postoperative neurosis or any 
sign of intestinal obstruction in spite of the extensive postoperative 
adhesions which must be present. 

Clinical History in Detail. 

M. K., white, aged eight years. Family and personal history nega¬ 
tive. Always a healthy child. I was asked to see the patient in Glen 
Rock, Pa., by Drs. Hildebrand and Yost. The child had been sick 
thirty-six hours. There was no history of definite previous attacks, 
although the child had complained fora number of months, at irregular 
intervals, of abdominal colic, and had on a few occasions passed a 
round worm. The present attack was ushered in by severe abdominal 
pain referred to the umbilical area. This pain had increased somewhat 
in severity, but had not changed in character or location. Nausea 
and vomiting were absent: the bowels moved after the use of cathar- 



604 


BLOODGOOD : APPENDICULAR ABSCESS. 


tics. When first seen by her physician last night, twenty-four hours 
after the beginning of the illness, she was complaining of abdominal 
pain. On palpating the abdomen they found that all the muscles, 
chiefly the recti, were held slightly rigid. The child stated that the 
umbilical area was most tender. The pulse and respirations at that 
time were but slightly accelerated, and the temperature was 100° F. 

I saw the patient on the morning of November 14th, thirty-six hours 
after the beginning of the illness. The mother told us that the child 
had passed a very restless night, sleeping but little on account of pain 
in the abdomen. 

Examination. Temperature 101° F., per rectum ; pulse 110; respira¬ 
tions 24 to 30, chiefly thoracic. The girl has the appearance of a very 
healthy child ; the muscles are firm; skin of good color; there is very little 
subcutaneous fat. The face has an anxious expression and the cheeks 
are slightly flushed, but there is not the drawn or pinched look of a child 
with peritonitis. The character of the pulse, although accelerated, is 
good. She complains of constant pain in the middle of the abdomen, and 
not in the epigastrium or in the right or left side. When the bowels 
moved during the night there was no pain, and voiding urine gave 
no discomfort. The abdomen looks but slightly distended ; the dis¬ 
tention is slightly more marked in the middle zone, beginning a little 
above the umbilicus and extending to within a few centimetres of the 
pubes. On palpation both recti muscles are held so rigid that it is im¬ 
possible to make any depression. This muscle spasm is most marked 
from midway between the ensiform and umbilicus down almost to the 
pubes. There is no muscle spasm in either lumbar fossa. Muscle spasm 
is slight in both iliac fossae, perhaps slightly more marked in the right. 
On percussion the liver dulness is not obliterated, nor splenic dulness. 
The abdominal note is practically normal in the epigastrium and the 
flanks and left iliac fossa. In the umbilical and upper hypogastric 
regions extending slightly into the right iliac fossa the percussion note is 
not flat, but in view of the distention in this area is very much less tym¬ 
panitic than if the distention was due to bowel. This area of impaired 
resonance combined with pain and intense muscle spasm associated 
with fever indicated an acute inflammatory process, probably abscess 
in the middle zone of the abdomen. There were no symptoms what¬ 
ever of obstruction. For this reason I was inclined to feel that we 
should find an abscess, although an unusual position for an appendic¬ 
ular abscess. 

Operation. Ether. As soon as the patient was completely narcotized 
the abdominal muscle spasm disappeared, and one could palpate in the 
middle zone of the abdomen a mass about the size of the two fists 
(10 x 10 cm.), slightly movable from right to left, but not from above 
down. For this reason the abdomen was opened in the middle line from 
a point a few centimetres above the umbilicus down to the pubes. On 
opening the peritoneal cavity there was no fluid, fibrin, or adhesions. 
The small intestines were slightly distended and perhaps the loops over 
the abscess were a little injected, but there was no peritonitis and no 
exudate. Beginning at the caecum and extending at least to the third 
lumbar vertebra between the folds of the mesentery there was a mass. 
The exudate at the junction of the appendix and caecum and ileum was 
sufficient to obliterate the appendix. Whether the appendix had an 
unusual position between the folds of the mesentery beneath the ileum 
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at the junction of the ctecurn I could not tell, but at this point there 
was an exudate of fibrin obliterating anatomical marks. There was 
no exudate in the mesocolon behind the csecum. < )n separating the 
exudate at the junction of the ileum and csecum pus was encountered, 
and a large abscess cavity was found extending toward the vertebral 
column between the folds of the mesentery. 

I considered the possibility of making a lateral incision to the outer 
side of the csecum and attempting to drain the abscess from this posi¬ 
tion, thus avoiding the danger of obstruction, but it could be easily 
demonstrated that it was impossible. The only way to properly drain 
this abscess and protect the peritoneal cavity was to use the middle- 
line incision, pushing the small intestines up and to the left and pack¬ 
ing the gauze between the bladder on the lower side and the csecum on 
the right. A great deal of packing was necessary to wall off the 
peritoneal cavity and to prevent leakage of the pus into the pelvic 
cavity. Although I attempted to use as little packing as possible, I 
felt quite certain that obstruction would be produced. For this reason 

I asked Dr. Hume, who assisted me, to remain with the patient and 
bring her to Baltimore that afternoon or the next morning. 

Note on admission to the Union Protestant Hospital, November 15th, 

II p. m., about twenty-four hours after the operation: Temperature 
101.6° F., pulse 138, respiration 45. There is a symmetrical distention 
of the abdomen occupying the umbilical and epigastric area above the 
gauze drain ; the distention is less in the flanks. The liver dulness is 
slightly obliterated; the child is restless; although the pulse is rapid 
it is of good character. Since the operation at (lieu Rock there has 
been no nausea or vomiting, and the pulse, which was 178 after the 
operation, has varied between 130 and 140 ; the respirations from 24 to 
32. The child complained of some abdominal pain, but slept at in¬ 
tervals during the night. From the clinical picture at this time one 
could not be certain that there was definite obstruction ; distention of 
the degree present is frequently seen after laparotomy. I felt, how¬ 
ever, that in view of the extensive gauze drainage the probabilities 
were that obstruction had been produced, and I did not consider it wise 
to delay for more defiuite symptoms. 

Second operation Jor obstruction, twenty-seven hours after drainage of 
abscess, November" 15th, 3 p.m. The closed incision above the gauze 
drainage in the middle line was opened; the packing apparently had 
remained in place undisturbed. It was surrounded on the upper and 
left side by coils of slightly adherent and considerably distended small 
intestine, and to the right side by the csecum, which was not distended ; 
to the lower side by the bladder. The transverse colon, which was 
exposed, was not distended. On separating the coils of small intestine 
from the gauze packing there was an exudate of fibrin and cloudy 
fluid, indicating at least beginning local peritonitis. The abdominal 
cavity about the gauze drainage was protected by new strips of gauze 
and then the packing of the abscess was removed. There had been 
some little leakage, and the cavity had contracted down to the diameter 
of the gauze introduced into the abscess cavity, about 5x3 cm. The 
cavity was lined, not by granulation tissue, but by a slightly hemor¬ 
rhagic, necrotic exudate, and I found two or three round worms. This 
cavity was sponged out and again filled with bismuth gauze. A second 
incision was made to the right of the csecum, and a piece of gauze was 
passed through the mesentery of the csecum into the abscess cavity. I 
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think now that this was an unnecessary procedure, but I felt at that 
time that drainage from this side might allow an earlier removal of 
the drainage into the cavity from the middle line; but one could only 
make a small opening through the mesentery of the cmcum, as a larger 
opening would have jeopardized the blood supply. This completed the 
toilet for the drainage of the abscess. About the gauze which extended 
into the abscess cavity more gauze was placed in order to protect the 
general peritoneal cavity. I then selected a loop of small intestine as 
near as I could to the csecum, but a loop that would not come in con¬ 
tact with the gauze drainage. I felt that if I selected a loop in contact 
with the gauze drainage it might become obstructed. This loop was 
brought out of the middle-line incision above the umbilicus and held 
in place by gauze packing between the loop and the parietal perito¬ 
neum. Before suturing this loop in place it was opened and the dis¬ 
tended gut emptied of its fluid and gaseous contents. The large 
accumulation of gas and fluid in the upper loops of the small intestine 
and the non-distended condition of the small intestine near the csecum 
were pretty clear evidences of obstruction. I considered that if I did 
not empty the upper portions of the small intestine during the operation 
I could not expect with certainty that they would empty themselves. 
In addition, the immediate relief of the marked distention gave more 
room for proper drainage and partial closure of the wound. The con¬ 
dition of the wound at the end of the operation was as follows : In the 
upper end of the incision the open loop of the intestine surrounded by 
gauze; the next 3 cm. the recti muscles were approximated with silver 
wire; below this the gauze packing protecting the general peritoneal 
cavity; then the gauze and rubber protective drainage into the abscess 
cavity. 

Recovery from the Second Operation. The patient was considerably 
shocked. The temperature arose quickly to 103.6° F., pulse 160, 
respiration 28, leucocyte count 25,000. Six hours after operation a 
subcutaneous infusion of salt solution was given. Three hours later 
the patient was critically ill. Bacilli were found in the blood. The 
clinical picture was one of acute toxaemia. At this time Dr. Hume 
gave the patient an intravenous infusion of 325 c.c. of silver nitrate 
solution. Within twelve hours her condition wa^ very much better. 
In forty-eight hours the patient had completely recovered from the 
shock. 

During the remainder of the child’s illness there were no complica¬ 
tions to be dealt with except the eczema produced by the fecal dis¬ 
charge and the condition of starvation. 

The Treatment of the Fecal Fistula. From November 15th to 
December 15th the fecal fistula demanded almost hourly attention. 
For the first few days we were able to collect the fecal matter from 
the upper loop of the intestine through a rubber drainage-tube, 
but about this time it became almost impossible to keep the tube 
in place. Three or four round worms perforated the wall of the 
intestine about the tube and weakened the wall. The opening became 
larger and allowed leakage around the tube; any attempt at high 
introduction of the tube met with some obstruction. The leakage pro¬ 
duced an extensive eczema of the skin of the abdomen. The patient 
did not stand the continuous bath treatment, which was tried for two 
or three days. A number of methods were attempted to protect the 
skin from the fecal discharge. Finally, Dr. Fisher succeeded in placing 
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a piece of rubber darn used by dentists about the intestinal opening 
in such a manner that the contents of the intestine passed through an 
opening in the rubber were collected there. In this way the skin was 
protected. Our usual method in fecal fistula is to keep a rubber 
drainage-tube in the upper loop to collect the discharge and every few 
hours to pass a catheter into the lower loop, and then introduce the 
contents collected from the upper portion of the intestine into the 
lower ; that is, to feed the patient into the lower portion of the intestine 
with the partly digested contents of the upper. I used this method 
first in 1897 in a case of strangulated femoral hernia.' 

Unfortunately this method could not be used in this case. A per¬ 
manent tube could not be introduced far enough into the upper loop of 
the intestine to prevent leakage, and the obstruction prevented feeding 
in the lower loop. This obstruction was not relieved until about 
December 13th, almost four weeks after the operation. At this time 
we were able to demonstrate that methylene blue introduced into the 
lower small intestine appeared in the discharge from the rectum, and 
also after feeding through the lower loop normal stools were ejected 
from the rectum. Having demonstrated that the obstruction was 
relieved, the condition of the patient demanded that the fecal fistula be 
closed. 

Closure of Fecal Fistula. On December 15th, the twenty-ninth day, 
without amesthesia, the loop of the intestine in the upper portion of 
the wound which had been opened was partially separated, drawn 
partly out of the wound, and a rather rough lateral anastomosis made 
just below the divided ends. These were then closed. The suture 
was difficult because the peritoneal surfaces were covered with granu- 
lation tissue. I felt that an attempt of this kind should be made first, 
because the general condition of the child contraindicated anaesthesia, 
and the condition of the skin, although it had improved very much 
since the use of the rubber dam, was still sufficiently bad, and it would 
have been difficult to prevent infection if the general peritoneal cavity 
had been opeued. Fortunately, this suture held perfectly for three days. 
During this time the eczema practically disappeared and the child’s 
strength increased ; there was no question that the obstruction had been 
relieved, as there were normal stools. During the next four days the 
suture began to leak and demanded daily patching. For this reason on 
December 22d I felt that the condition of the child and the skin would 
allow an opening of the peritoneal cavity without great danger. This 
was done to the left of the rectus, and two loops of intestine adherent 
to the wound which appeared to be the upper and lower loop were 
anastomosed by lateral suture. I did not think it was justifiable to 
separate all the adhesions and so make certain of the proper loops of 
the intestine. Fearing, however, that the anastomosis might have been 
made between an upper or only a lower portion of the intestine, I patched 
up the original suture of the gut in the wound. Following this opera¬ 
tion it was quickly demonstrated that the lateral suture had failed to 
restore the continuity of the alimentary canal. The patched-up suture 
in the wound was soon beyond further repair. Fortunately, however, 
these two temporary sutures in the wound had allowed the skin to 
completely recover from its eczema, and the restoration of the alimen- 


1 Operations on 459 Cases of Hernia, etc., Johns Hopkins Hospital Reports, vol. vii. 
VOL. 126, NO. 4.—OCTOBER, 1903. 40 
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tary canal to its complete function gave the patient opportunity to 
gain in strength. The moment the temporary suture became irrepar¬ 
able, on December 27th, I decided to make the attempt at a permanent 
anastomosis of the two loops in the wound. The temporary suture had 
performed good service for almost eleven days. Fortunately, at this 
time, all the original gauze drainage into the abscess cavity and its 
surroundings had been removed, and the wound was practically closed 
up to the fecal fistula. At this last operation on December 27th the 
two portions of the intestine in the wound were separated and drawn 
out of the peritoneal cavity until there was at least 6 cm. of normal 
peritoneal surface. I was surprised at the few adhesions. They 
extended hardly more than 1 cm. beyond the parietal peritoneum of 
the wound. There was little difficulty in separating and withdrawing 
these two loops of intestine and at the same time protecting the peri¬ 
toneal cavity with gauze. That portion of these two loops forming the 
fecal fistula which was covered with granulation tissue was excised. 
This left practically normal intestine. A long lateral anastomosis was 
then made—-at least 31 cm.—beginning about 11 cm. from the cut end. 
The ends were invaginated and closed. The anastomosed gut was 
allowed to drop back into the peritoneal cavity. It, however, was not 
pushed back. About 1J cm. projected beyond the skin. It was left 
in this position and surrounded with a few pieces of gauze. Only two 
sutures were placed in the lower portion of the wound. I considered 
that a lateral suture was much safer than an end-to-end, and that it was 
better not to make any attempt at complete closure of the wound. The 
result apparently has justified this procedure. The suture held. The 
projecting anastomosed loops were rapidly withdrawn into the abdom¬ 
inal cavity and, after the removal of the gauze, became adherent to 
the recti muscles, and within three weeks the wound closed over with 
granulation tissue, and to-night, four weeks after operation, is com¬ 
pletely covered with epidermis. The child has never exhibited symp¬ 
toms of obstruction since the anastomosis. 

In reporting the fortunate result of such a difficult and complicated 
surgical case it is only just to add that such results in surgery would 
be impossible except in a well-equipped hospital. In this instance 
especially I am convinced that the operative surgery would have been 
of little avail without the faithful and skilled attention of the trained 
nurse and the constant vigilauce of the resident surgeon. 


THE RESULTS IN BLOODLESS REPOSITION OF CONGENITAL 

DISLOCATION OF THE HIPS, WITH A REPORT OF CASES. 

By Gwilym G. Davis, M.D., 

OF PHILADELPHIA. 

The cases reported were all subjected to forcible correction two to 
five years ago. 

Case I.—Boy, aged three years; walked since the age of thirteen 
months. There was marked lordosis, limping, and a shortening of 
the affected (right) limb of one and a quarter inches (3.25 cm.). He 



